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This study examined the possibility that addicts in 
recovery would be at risk for developing other addictive 
behaviors while in recovery due to lack of self-esteem and 
lack of coping resources. A descriptive study method was 
used to gather and analyze data from a survey of recovering 
addicts at five Narcotics Anonymous meeting places, and one 
drug and alcohol treatment facility, in the 
metropolitan Atlanta area. The data gathering instruments 
used in the survey were the Walmer Self-esteem Index, and 
the Coping Resources Inventory. 
The research did not find that addicts were particularly 
at risk for developing other addictive behaviors, but found 
instead that addicts in recovery function as well as the 
normal population despite having been chemically dependent. 
One inference that was drawn from these findings was that 
recovery has a positive effect on the level of self-esteem 
of addicts in recovery. A second inference that was drawn is 
that addicts in recovery adapt well to learning new ways of 
coping with life’s stresses. 
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Addiction is arguably the most pressing social problem 
facing America today. Addiction can be defined as a 
compulsion either to use a mood-altering substance or to 
engage in a behavior (e.g., sex, gambling, eating, etc.). 
More broadly, a behavior can be considered an addiction when 
the individual becomes so preoccupied with it that some 
aspect of his or her life becomes unmanageable. 
It is not known just how many Americans have an 
addiction of one kind or another, nor is it known how many 
individuals are multiply addicted. What is known, however, 
is that 14.7% of the American population receive some kind 
of services for mental/addictive disorders annually1 . In 
1990, mental health/substance abuse problems were estimated 
to cost society 273 billion dollars, and accounted for 12% 
of health care costs. 
It is believed that addicts in recovery are more at 
risk for becoming addicted to other activities and 
behaviors, and perhaps for multiple addiction as well. The 
aim of this research, therefore, was to look at the problem 
of addiction from a broader perspective than just chemical 
dependency. People thought to be at risk for developing 
maladaptive behaviors don’t cope well with stress2. There 
are two major risk factors that have been identified and 
thought to be related to the development of addictive 
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behaviors. They are: the lack of self-esteem, and the lack 
of coping resources. 
The literature review examined both coping resources 
and self-esteem. The ways in which people approach problems 
(coping strategies) were discussed in order that the reader 
could better understand the presentation of the different 
types of coping resources; resources that addicts in 
recovery may or may not have in adequate measure to sustain 
quality recovery3. 
The coping resources that were discussed to varying 
degrees are defined as follows: cognitive coping resources, 
the extent to which individuals maintain a positive sense of 
self-worth, and a positive outlook toward others; social 
coping resources, the degree to which individuals are 
imbedded in social networks that are able to provide support 
in times of stress; emotional coping resources, the degree 
to which individuals are able to accept and express a range 
of affect, or feelings; physical coping resources, the 
degree to which individuals enact health-promoting behaviors 
believed to contribute to physical well-being; spiritual 
coping resources, the degree to which actions of individuals 
are guided by stable and consistent values (e.g., religious, 
familial, cultural, etc.)4. 
The discussion on self-esteem entailed the kinds of 
things that impact and influence how people feel about 
themselves. Throughout the literature review, the discussion 
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considered how certain demographics (e.g., gender, age, 
marital status, etc.) relate to coping and self-esteem in 
order that the researcher could more effectively address the 
research question: "Are addicts in recovery at risk for 
developing other addictive behaviors due to lack of 
self-esteem and coping resources?" 
STATEMENT OF THE PROBLEM 
It is believed by the researcher that addiction is 
manifested in many ways and may continue to affect those who 
are in recovery from chemical dependency through other 
maladaptive behaviors. The addictive nature of a person, 
which has more to do with his personality, often causes 
chemical dependency. One’s addictive nature does not always 
change with abstinence, but instead, addiction may find its 
way into other areas of the abstaining addict’s life through 
the substitution of other objects and activities5. 
In their study of addicts and alcoholics in recovery, 
Brown and Peterson found among their results that only 19% 
of the substance abusing participants in the study described 
themselves as addicted solely to alcohol or to drugs. The 
majority (79%) reported themselves to be suffering from 
multiple dependencies. About 75% of their sample reported a 
family history of chemical dependency6 . 
There are a number of objects and activities, such as, 
eating, sex, gambling, and chemicals, which all have the 
same thing in common: the ability to produce a pleasurable 
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mood change. To a lesser degree, coffee drinking, shopping, 
and cigarette smoking, and any number of objects and 
activities, may be included as well. They all share yet one 
other common characteristic: the potential to become 
addictive . 
According to Nakken, the availability of an object or 
activity helps determine whether people will choose that 
form of addiction. Gambling, for example, is outlawed in 
many states; thus, in those states, fewer people will form 
addictive relationships to this activity. Likewise, the wide 
availability of food means that people are more likely to 
form addictive relationships to eating7 . 
Nakken states also that a person can switch addictive 
relationships from object to object creating the illusion 
that the problem no longer exists, when in reality, one 
dangerous relationship has been replaced by another 
potentially dangerous relationship. He states further that: 
" the recovering alcoholic who hasn’t accepted his addictive 
personality may slowly develop an addictive relationship 
with food.. .remaining as emotionally isolated as when he was 
drinking"’3 . Nakken implies here that the addicted person 
lacks the ability to cope emotionally. 
ADDICTIVE/SUBSTITUTING BEHAVIORS 
Substitute objects and activities, generally speaking, 
can be less lethal than chemical dependency. However, they 
can make an individuals life unmanageable and difficult to 
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deal with when they go unchecked. What makes life difficult 
for the addict in recovery is that he or she is often a 
person who has never learned how to get his or her needs met 
adequately. The individual may, therefore, still lack 
knowledge of appropriate coping strategies as well as the 
self-esteem necessary for personal development. This type of 
person very often does not know how to set boundaries with 
other people'* . Addicts will often allow themselves to be 
manipulated, after which they feel angry at having had their 
rights violated. Conversely, if they say no they feel guilty 
and afraid that they have not made the correct decision. 
They fear taking appropriate risks10 . 
FOOD ADDICTION 
Excessive eating is a particularly troublesome 
phenomenon because, unlike most other addictive behaviors, 
or excessive appetites, eating is a biological necessity 
making it very easy for people to bond with food at times of 
emotional distress. It is very difficult to separate the 
food one has to eat from the way one feels11 . Very often it 
is anger and frustration turned inward that belie eating 
disorders. Overeating is also seen as being an acceptable 
risk when other more appropriate risk-taking behaviors 
(e.g., letting others know how one really feels) present 
difficult consequences for an individual to deal with. 
Therefore, the choice of which risk to take is dictated by 
the need, or want, to reduce anxiety12. 
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Compulsive overeating is defined as that eating which 
in someway satisfies emotional hunger , hunger that the 
individual in recovery may not be aware of. The recovering 
addict/alcoholic, now turned compulsive over-eater, may see 
the extra pounds on his body as a good trade off if it can 
guarantee somehow that he won’t go back to drugs or alcohol. 
Thereby he develops a dependent relationship with food1-'5 . 
CAFFEINE ADDICTION 
It is believed by the researcher that many recovering 
addicts overindulge in coffee drinking to compensate for the 
missing euphoric feeling that was once brought on by drugs 
and or alcohol14. According to Segell in the Journal of the 
American Medical Association, heavy consumers of coffee and 
cola develop a physical dependence on caffeine not unlike 
that associated with psychoactive drugs. Coffee has a mood 
altering capacity thought to be quite harmless in the past, 
however, it is now believed that an individual can 
experience withdrawal when abruptly disengaging oneself from 
a coffee drinking habit. These findings have serious 
implications for those once addicted to drugs and alcohol 
because there remains a potentially addictive quality to 
their coffee drinking. Nevertheless, one can see coffee’s 
value as an anxiety reducing agent for the individual who 
lacks more appropriate coping skills, and like eating, it is 
seen as an acceptable, less harmful risk1'5. 
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SMOKING ADDICTION 
Tobacco is another substance which might pose certain 
risks for those in recovery who smoke. Tobacco is a 
substance, which for some, is even more difficult to 
disengage from than caffeine. Although it is not known for 
its mood altering properties its effect might be more 
subconscious than conscious. Nevertheless, according to 
Cooper, FDA Commissioner, David A, Kessler presented 
lawmakers with documents recently that he says prove that 
cigarette manufacturers have long known of tobacco’s 
addictive qualities and manipulated nicotine levels to keep 
smokers hooked16, . 
Cooper states further that the FDA’s key Drug Abuse 
Advisory Committee concluded in August 1994, that on the 
basis of mounting evidence, cigarettes and other tobacco 
products are addicting and that nicotine is the the drug in 
tobacco that causes addiction17. Given this information, one 
must seriously doubt that addicts in recovery who continue 
to smoke know the true dangers of tobacco, not merely for 
its potential for causing health problems, but also by the 
danger that it presents to sustained recovery. This is yet 
another instance where the addictive side of the personality 
serves as a protective friend against hurt and pain, but 
paradoxically, the consequences of the overindulgent 
behavior exposes the individual to more of what he is 
attempting to avoid1’3. 
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Nevertheless, like food and coffee it tends to be used 
for its anxiety reducing properties; it provides an 
immediate escape from the feelings of the moment, what 
Martin Heidegger referred to as our “thrownness" into the 
world. According to him, the individual always finds himself 
already immersed in a situation not of his choosing, this 
being the destiny of life that no one can erase, the 
individual is challenged to take this "thrownness" and make 
of it what he will. Perhaps it is this aspect of one’s being 
that contributes to the discomfort that leads to addictive 
behaviors1'5, . 
GAMBLING ADDICTION 
Compulsive gambling deserves special attention here 
because, unlike over-eating, smoking, and excessive caffeine 
consumption, it implies many things due to the nature of the 
addictive behavior involved. Gambling, like sex and drugs, 
impacts other peoples lives - too often adversely. The 
behavior is the single most prominent feature to be noticed 
about the individual, and it tends to explain job 
incompetence, marital/family problems, as well as financial 
problems^0 . 
Many addicts find themselves inexplicably drawn to the 
allure of gambling as a coping strategy, and indulge in it 
to the point that it reaches problem proportions in their 
lives. It can be considered an addictive disorder because of 
the personality factors that tend to characterize the 
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individuals, the difficulties attributable to compulsive 
behavior, and the similar treatment problems involved21. 
Gambling may address a very deep need for the individual who 
has also once been a substance abuser . Although compulsive 
gambling does not involve a chemically addictive substance 
it may still become the object replacement for un-met needs, 
as suggested in Maslow’s Hierarchy of Needs Theory212, and as 
implied in Bowlby’s Attachment Theory,23. 
A study by Graham compared the psychological test 
performance of pathological gamblers with that of alcoholics 
and heroin addicts. The three groups of addicts shared many 
similar characteristics. The individuals in each group were 
self centered, narcissistic, tense, nervous, and anxious; 
they overreacted to stress and were pessimistic. They were 
characterized by acting out impulsive behavior, frustrated 
by their lack of achievement and were reluctant to open up 
emotionally for fear of being hurt24. These findings are in 
keeping with other findings which estimate that 40% of males 
hospitalized for chemical dependence are dually diagnosed, 
many of whom have personality disorders according to Ross 
et al .2'5 . 
SHOPPING ADDICTION 
Although it sounds like a frivolous, self indulgent 
pursuit, shopping for some people can be an all consuming 
obsession. The experience might fill some deep seated 
psychological need. This is especially true for those 
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individuals who have gone through the treatment process and 
are vulnerable to substituting behaviors. 
According to Wesson, shoppers can be found along a 
continuum. She defines three different types of shoppers who 
shop beyond their utilitarian needs. Recreational shoppers, 
on one end of the spectrum, might simply enjoy the 
experience just as sports fans enjoy watching basketball on 
tv - even though at times they spend vast amounts of money. 
Shopaholics, who occupy the middle of the spectrum, are a 
group of millions of people who are passionate about 
shopping the way a chocaholic loves chocolate2*» . 
Addicted shoppers, (unlike recreational shoppers and 
shopaholics) get a high out of shopping and spending money. 
According to Wesson, at any given time there are 
approximately 5 million addicted shoppers combing the malls. 
What they have in common is obsessive thinking and 
compulsive behavior, which are used to escape problems, and 
relieve anxiety. Many recovering addicts can easily fit the 
authors profile description of the addicted shopper because 
early recovery may not adequately equip the individual with 
the ability to cope with their problems and relieve their 
stress in some more appropriate fashion27. 
Addicted shoppers routinely shop and spend to avoid or 
"fix" feelings. They begin their shopping expeditions with 
heart palpitating highs, but find they end in regret, 
self-recrimination, and depression; increase the frequency 
11 
of their spending without reason; may incur substantial 
debt; often never use their purchases20. 
Addicted shoppers find themselves in these situations 
because it affords them a way to feel better about 
themselves and at the same time they are able to banish 
certain thoughts, feelings and problems. These might include 
emptiness, depression, anxiety, anger, rejection, and 
powerlessness29. These same emotions are prominent in the 
lives of those in the recovery process who in fact have 
probably just begun to experience feelings without 
self-medicating and don’t know a safer way to cope with 
their anxiety over unresolved emotional issues which affect 
their self-esteem. Consequently they go shopping to feel 
better about how they see themselves30 . 
SEX ADDICTION 
Sex like eating, is biologically driven. For the 
person who has yet to learn more appropriate ways to cope 
with stress, and/or meet their self-esteem needs, it can 
compound the problem of adjustment to a more normal 
lifestyle. According to Maslow’s theory of multiple 
motivations, a conscious desire, or motivated behavior, may 
serve as a channel through which other purposes may express 
themselves. Sexual behavior and conscious sexual desires may 
be tremendously complex in their underlying, unconscious 
purposes. In one individual, sexual desire may actually mean 
the desire to assure himself of his masculinity. It may in 
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others represent a desire to impress, or a desire for 
closeness, friendliness, for safety, for love, or for any 
combination of these. Consciously the sexual desire in all 
these individuals may have the same content, and probably 
all of them would make the same mistake of thinking that 
they are only seeking sexual gratification when in fact they 
are using sex to meet esteem needs and as a means of 
coping31 . 
Viewing the problem of sex as a maladaptive behavioral 
activity, it appears that addicts in recovery might begin to 
experience some serious problems with this activity, and 
mate selection as well, because of low self-esteem. Or they 
might lack what Peck referred to as self-love3-; what Rogers 
referred to as unconditional self-regard33; what Narcotics 
Anonymous, (and Rogers) referred to as self-acceptance34. 
According to Centers, those with low-self esteem 
presumably obtain less gratification from both their sexual 
and their identity needs being met than those with high 
self-esteem. They would thus be more needful of affection 
than those with high self-esteem. Centers interprets this to 
mean that those who don’t love themselves (low self-esteem) 
have little inclination to give others much love either35. 
Therefore, the problem of low self-love can be an endless 
cycle if the individual with low self-esteem continues to 
expect from others that which he can’t provide for himself. 
According to J.E. Rogers, the existing addiction 
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theories and policies are woefully outdated. New research 
suggests that there are no demon drugs. Nor are addicts 
innately defective. Nature has supplied us all with the 
ability to become hooked and we all engage in addictive 
behaviors, which include sex, to some degree. He states that 
one must recognize, for example, that anyone who takes 
cocaine will enjoy it for essentially the same reasons that 
anyone who has sex will enjoy it36. 
Addicts, on the other hand, have problems with self 
regulation and impulse control. They tend to use objects and 
behaviors as substitutes for more appropriate coping 
strategies, and to compensate for lack of an adequate 
measure of self-esteem, which by now appears to be not 
uncommon to "normal" people - let alone the addict seeking 
recovery37. Therefore, in seeking to formulate treatments 
that work for the suffering addict one must consider that 
addiction has no solitary cause, and likewise, it has no 
solitary vehicle by which it might express itself. Hence, 
the new view toward it demands that single-minded approaches 
be abandoned33 . 
Milkman and Sunderwirth have articulated an integration 
of the biological, psychological, and social factors that 
may be responsible for the variety of behavior patterns that 
have come to be described as addictive3'51. According to their 
views, experience is the protagonist and drugs of choice are 
merely auxiliary, supporting actors. This broadened 
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perspective opens a Pandora’s box of potential vehicles for 
the addictive disorders. Thus is the uncomfortable 
circumstance in which the recovering addict may find 
himself40 . 
PURPOSE OF THE STUDY 
The purpose of this study was to explore the 
possibility that addicts in recovery are more at risk for 
developing other addictive behaviors while in recovery due 
to lack of self esteem and lack of coping resources. This 
study was thought to be significant because it would enhance 
the knowledge base of the social work clinician so that he 
or she might construct treatment plans better suited to 
assist the client in making an easier transition into 
quality recovery, increase their level of functioning, and 
reduce the danger of relapse. 
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There Is a growing conviction that the ways people cope 
with stress affect their psychological, physical, and social 
well-being, therefore, it is important to understand more 
about coping strategies versus coping resources. A brief 
discussion of coping strategies is necessary as a precursor 
to the discussion of coping resources so that the 
differences are made clear. 
According to Menaghan, coping styles are generalized 
coping strategies, defined as typical, habitual preferences 
for ways of approaching problems: for example, a tendency to 
withdraw from other people, versus a tendency to move closer 
to them; denial of difficulties, versus dwelling on them; to 
be active versus reactive; to blame others rather than 
oneself. Such coping style typologies, can also represent 
stable problem-solving tendencies in individuals as well1. 
One’s coping efforts, which are intended to reduce a 
given problem or stressor, are situation specific and can 
vary in degree. Resources, on the other hand, are said to be 
generalized attitudes and skills which can be considered 
advantageous2. 
According to Folkman and Lazarus, by treating 
coping as a defense system whose purpose is to reduce 
tension and restore equilibrium, attention is focused on 
tension reduction rather than problem-solving. Although 
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maintaining emotional equilibrium is an important function 
of coping so is problem solving3. 
Folkman and Lazarus define coping as "the cognitive and 
behavioral efforts made to master, tolerate, or reduce 
external and internal demands and conflicts"4. Such efforts 
serve two main functions: the management of alteration of 
the person-environment relationship that is the source of 
stress (problem-focused coping), and the regulation of 
stressful emotions (emotion-focused coping)'5. 
The interesting findings of the study by Folkman and 
Lazarus was that gender does influence coping. Men are 
taught to emphasize analytical problem-solving skills, and 
women are socialized to be more emotionally sensitive, 
expressive, and dependent than men (a finding supported by 
Bern)''5. Therefore, in the language of coping men can be 
expected to be more problem-focused in their coping and 
women more emotion-focused7. 
In another study (which is consistent with the 
emotion-focused coping theory) involving the emotional 
coping strategies of Appalachian households, it was found 
that the most common reaction to long-term unemployment and 
poverty was depression. Their form of emotional coping 
strategies included a view of the world which focused only 
on the here and now; the problems at hand3. Yet another 
study by Schussler found that the ability to control, and 
the acceptance of illness, led to more active 
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problem-focused coping, whereas emotional coping occurred 
more often in subjects who did not accept their illnesses or 
considered it to be uncontrollable. They happened also to be 
of low socioeconomic status'51. 
According to both Dohrenwend this suggests that low 
socio-economic status can affect the way people cope with 
illness and disease. The differential exposure hypothesis 
argues that an unequal distribution of potentially stressful 
life events accounts for the unequal distribution of 
emotional distress among the economically advantaged and 
disadvantaged10. Brown et al., found that working-class 
women in London were more likely to exhibit symptoms of 
clinical depression than middle-class women, when the two 
were exposed to comparable stressors. This finding 
demonstrated empirically an important class-linked impact 
differential11 . 
Similarly, Gove’s and Tudor’s sex-role theory of mental 
illness addresses the great emotional strains experienced by 
women in our society and the great ambiguity of female roles 
which undoubtedly accounts for some of the difference in the 
way males and females cope12. Frame and Shehan suggest that 
because geographic moves are most often initiated to further 
men’s careers, husbands tend to evaluate relocation 
experiences more favorably than their wives do. The men in 
these situations view the move as being advantageous for 
themselves, for their careers, and for their bosses. Wives, 
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on the other hand, exhibit high levels of depression, 
boredom, sadness, vulnerability, and loss because they see 
themselves as having less autonomy in their lives13. 
Coping is a key concept helping us to grasp adaptation 
and maladaptation, according to Nakken. He states that the 
addict who interacts with the object of his addiction, be it 
a cigarette, a game of chance, food, etc., has reduced his 
inner tension for the moment. It is not stress alone that 
causes distress and dysfunction, but how people manage 
stress14 . 
Aldwin sees stress as a consequence of transactions 
between the person and the environment. Having reviewed the 
results of the Normative Aging Study on men ranging from 
ages 45 to 90, she and her colleagues, Chiara and Sutton, 
concluded that coping strategies change with age. Older men 
reported fewer negative emotions than did younger and middle 
aged men1'5 . Further , Aldwin et al. surmised that most men 
and women learn to weed out the ineffective strategies as 
they grow older and avoid strategies such as escapism 
through addictive behaviors. As the nature of control 
changes from an external focus to an internal one, they 
learn to differentiate between controllable and 
uncontrollable stressors16. 
As might be expected, younger and middle aged men were 
found to use less appropriate coping strategies. Younger 
males who utilize alcohol, for example, to cope with stress, 
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may seriously impair their ability to handle future stress. 
The conclusion was that ineffective coping strategies can 
result in future psychological and physiological 
weakening17 . 
Folkman and Lazarus support Aldwin’s findings but they 
make the distinction that in their study age does not 
influence coping when the age range is less than ten years, 
and if the population is middle aged and older13. However, 
similar to Aldwin’s results there was a trend in which older 
participants reported more health-related episodes and fewer 
family and work episodes than younger ones. Suggesting that 
changes in coping may be associated with age-related changes 
in sources of stress is different from suggesting that 
coping changes as a direct function of age, that is, as a 
function of personality development1'5'. 
A study of prisons by Gareth and Boland reveals heavy 
consumption of both coffee and cigarettes by both inmates 
and correctional staff alike, which is thought to relieve 
stress in their environment20. There is evidence by 
Kaslowski, Schacter , and Silverstein to suggest that in 
heavy tobacco users, the tension being reduced is itself a 
product of withdrawal or lowered blood serum nicotine 
levels, due to time since last cigarette121. 
These findings are significant as another study by 
Wright reveals that most prison inmates are repeat 
offenders, many of whom were heavy substance abusers. 
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Nationally approximately 50% of them were under the 
influence just prior to their current offenses2^. A survey 
of Wisconsin prison inmates reported that over 70% of them 
got involved in crime in order to cope with their drug using 
while 43% report using drugs on a daily basis prior to their 
current incarceration. This information suggests that the 
characteristics of prison inmate populations perhaps make 
them susceptible to other addictive behaviors, such as heavy 
consumption of caffeine and tobacco products, and possibly 
even gambling as a tension relieving/ coping strategy23. 
Laquartra and Clopton examined the relationship between 
characteristics of alexithymia (difficulty identifying and 
communicating feelings) and eating disorders. One study 
found that obese individuals were more likely than normal 
weight individuals to be alexithymie. Therefore, there is 
some empirical support for a relationship between clinical 
eating disorders and alexithymia, which is essentially a 
deficit in the ability to cope with feelings24. 
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COPING RESOURCES 
Hammer and Marting define coping resources as "those 
resources inherent in individuals that enable them to handle 
stressors more effectively, to experience fewer or less 
intense symptoms upon exposure to a stressor, or to recover 
faster from exposure25." Menaghan, states that coping 
resources are generalized attitudes and skills which can be 
considered advantageous: one’s attitudes about self (esteem, 
ego strength); intellectual skills (cognitive flexibility 
and complexity, analytic abilities, knowledge); and 
interpersonal skills (communication skills, competence and 
ease in interpersonal interaction)2*. 
The Coping Resources Inventory was constructed by 
Hammer and Marting and contains five separate categories of 
coping resources: the cognitive coping resources; the social 
coping resources; the emotional coping resources; the 
physical coping resources; the spiritual coping resources. 
Of course there are many other coping resources but these 
are the resources which clearly fall within the realm of 
counseling27 . 
COGNITIVE COPING RESOURCES 
Cognitive coping resources, are intended to represent 
the extent to which individuals maintain a positive sense of 
self-worth, and a positive outlook toward others. Lazarus 
and Launier suggested that problem-directed (cognitive) 
coping behavior in stressful situations depends on the 
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individual’s appraisals of the resources for ameliorating 
the situation. When the person recognizes resources for 
improving the situation, active problem directed coping 
behavior and information-seeking are likely. Conversely, 
when it appears that the person’s cognitive coping resources 
are minimal, the person will attempt to regulate the 
distress but will do little to change the situation. This 
has important implications for addicts in recovery who may 
still lack adequate cognitive coping resources28. 
Brown, in her study of the change process as it relates 
to recovering alcoholics, states that there is little 
understanding of what contributes to the achievement of 
abstinence, and what constitutes the process of change 
within AA. As the alcoholic’s addiction develops, the 
alcoholic is guided in behavior, perception, and 
explanations of reality by a belief in control. Evidence to 
the contrary must be denied, rationalized, or explained as 
something else. The faulty belief in the power to control 
one’s drinking serves as an organizer of beliefs about self, 
others, and the world. It is this belief in power and 
control, according to Brown, that is the core of this faulty 
reasoning. Recovering alcoholics, on the other hand, 
acknowledge that they have no power over alcohol and are, in 
turn, empowered by this truth and their acceptance of it2'5'. 
A study conducted by Neufeld suggests that although 
females have coping resources comparable to their male 
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counterparts, they require more cognitive coping effort to 
deal with intense direct stressors30. Lazarus and Averill 
take the position that cognitive appraisal plays an 
important mediating role in stress arousal and that females 
view direct stressors as presenting a different level of 
threat than do males. This is understandable in light of the 
many physical challenges presented in life which males as 
well as females are cognizant of31. 
The implication here is that if women respond 
differently to stress in general, then perhaps they will 
respond differently to stress in recovery as well. Women 
might also have a different set of problems than men which 
could put them at risk (as a group in recovery) for 
developing other addictive behaviors33. 
SOCIAL COPING RESOURCES 
Social coping resources represent the degree to which 
individuals are imbedded in social networks that are able to 
provide support in times of stress. Kohn makes the 
distinction between personal coping resources, (which are 
equivalent to cognitive coping resources) and environmental 
resources, which he defines in terms of the availability of 
social support, especially from family, friends, and 
co-workers; in terms of the individual’s participation in 
voluntary organizations; or in terms of overall social 
integration33 . However, Liem and Liem explain that 
Differential availability of environmental resources is not 
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sufficient to account for the changing impact of stress 
across social classes, and thus we should consider the role 
of personal (cognitive) resources34. 
Wheaton found in his study of interactive models of 
coping that decreases in fatalism and/or inflexibility, will 
reduce the effects of environmental stressors. He states 
further that stressors often occur beyond the control of the 
individual patient of his or her friends, family, and 
co-workers. They often reflect changes in social or economic 
structure, and are largely unpredictable. As such, the 
therapist cannot often work easily to reduce exposure to 
social stressors. In these instances it is usually more 
advantageous to work with the more immediate facets of 
personality to help develop or tap into social coping 
resources3'5 . 
The inverse relationship between the individual’s 
social coping resources and their psychological impairment 
suggests that the presence of social coping resources may 
moderate the effects of life stress. Low levels of social 
support have been associated with psychological distress36. 
Billings and Moos reported evidence which indicates that the 
quality of support derived from social relationships may 
also be associated with the adequacy of functioning. In 
other words, it is the individuals ability, as much as any 
other factor, to rally needed support for him or herself. 
This leads us to question the true nature of psychological 
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impairment: e.g„, does this ability to rally support have 
more of a manipulative quality that is more likely to be 
found among those suffering personality disorders (such as 
anti-personality disorder) versus some other psychological 
disorder37 ? 
SPIRITUAL COPING RESOURCES 
Spiritual coping resources, show the degree to which 
actions of individuals are guided by stable and consistent 
values (e.g., religious, familial, cultural, etc.). 
There are two very basic concepts of spirituality that are 
important in recovery. One concept involves spirituality as 
a coping resource in making the transition from active 
addiction to recovery, and the other concept of spirituality 
is as a value system, which appears to be useful in 
facilitating and maintaining behavioral and lifestyle 
change. Of course many people make no such distinction, but 
there are a number of different perspectives to be 
appreciated when one speaks of spiritual connectedness. 
Many people in recovery from addiction use spirituality 
as a coping resource because, quite simply, when they try to 
break the pattern of addiction they find that it has become 
a way of life. May speaks about the multi-system involvement 
of addiction. According to him, addiction initially involves 
only a few million cells, but as addiction is prolonged it 
affects other functional systems in a domino like fashion 
causing chemical imbalances. These chemical imbalances 
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create a new normality for the addicted person33. 
He further states that because of this multi-system 
involvement, breaking an addiction usually requires changes 
in many different areas of life. A person trying to stop 
smoking, for instance, will find the struggle much greater 
after eating, after sex, or at other times that have become 
associated with cigarettes. The workaholic won’t be helped 
by spending all her time with other workaholics, etc., and 
thus comes the value of spiritual involvement as a coping 
resource in recovery from addiction3'5’. 
Goldsmith discusses the recommendation that 
psychiatrists consider the diagnosis of addiction a lifetime 
diagnosis because of the dynamics of addiction. The author 
concludes that psychiatry must conceptualize dependence as a 
biopsychosociocultural disease requiring interventions for 
all aspects of the illness, including the spiritual 
aspect40 . 
Maher and Hunt discuss the concept of spirituality and 
how it relates to the field of counseling and therapy. 
Apparently those in the helping arts have been hesitant to 
openly embrace the concept of spirituality as part of their 
working knowledge base. Part of the dilemma centers on the 
confusion involved in the variety of ways in which the term 
itself is used41. Also Bristow discusses the conflicts 
between academically trained helping professionals and those 
advocating spiritually oriented treatment programs. She 
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finds that spiritual aspects of recovery may be foreign 
constructs for the academically trained helping 
professional42 . 
Mack, on the other hand, states that professionals may 
need to increase objective and subjective interpretations of 
spirituality in the therapeutic realm. It is assumed that 
with clinical awareness of multi-cultural sensitivity, that 
therapeutic competence may be increased43 . 
There are others like Corrington, however, who have 
studied spirituality (as a coping resource) and the level of 
contentment with life of alcoholics in recovery who 
encounter stressors. He studied 30 AA participants using 
these variables finding a direct positive correlation 
between levels of spirituality and contentment with life, 
regardless of time clean in AA44 . It was found also that 
continued attendance at AA meetings seemed to provide an 
effective stress management program4'5 . 
Mathew and his colleagues, believe that the concept of 
spirituality is fundamental to the 12-step programs for the 
treatment of addictive disorders4^. Many have written about 
spirituality, however, it continues to be difficult to 
define and to measure. There are many instruments to measure 
religiosity, but according to NA and AA, religiosity is 
different from spirituality according to Alcoholics 
anonymous. Although the two overlap, spirituality does not 
involve a common personal God, does not have an 
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organizational structure or hierarchy, and does not have 
standard prayers or other rituals47 . 
Brown and Peterson have also observed that this turn 
toward spirituality may, but does not have to include 
participation in organized religion. They also point out 
that religion and spirituality are viewed quite differently. 
Religion has traditionally centered on the belief in life 
after death, or eternal life, and has been influenced both 
by spiritual and political/cultural forces4®. 
Brown and Peterson found in their study of addicts and 
alcoholics, and their involvement in the twelve step 
process, that there appears to be a link between active 
involvement in the AA program such as "following its 
behavioral guidelines" and higher success rates in recovery. 
It was observed that after one to four years, AA members 
drastically reduce their dependency on meetings4'51. 
They found further that members who had obtained three 
years sobriety demonstrated a significantly different value 
system from alcoholics/addicts in treatment, and the normal 
population as well. There appears to occur within the 
process of working the twelve step program an evolution or 
psychic development over time that results in an 
individual’s refining or redefining his or her value system 
and developing the ability to handle life stresses without 
resorting to the use of drugs, alcohol, or other maladaptive 
behaviors and/or symptoms. Brown and Peterson concluded that 
32 
the explanation for the growth and success of these 
individuals are attributed to the healing power of the 
Twelve Steps, an important spiritual coping resource'50. 
Transcendental meditation techniques are now being 
applied to the recovery process. O’Murchu explores the 
transcendental meditation techniques in the context of 
12-step programs and also talks about the issue of there 
being a difference between spirituality and religion, and 
meditation and prayer . It is suggested that the motivation 
to learn transcendental meditation may come from health care 
professionals, as well as the desire for spiritual growth, 
which is an encouraging sign51. 
PHYSICAL COPING RESOURCES 
Physical coping resources, indicate the degree to which 
individuals enact health-promoting behaviors believed to 
contribute to physical well-being; Langer says that the very 
word "stress" triggers a negative response in many of 
individuals. One learns that stress is something that should 
be avoided at all costs. The reality is that stress is the 
response of the body to any demand, mental, physical or 
psychological. In effect, anything that causes change is a 
body stressor. Stress, therefore, is not only a fundamental 
part of life, it is a prerequisite for life. Only when real 
or perceived change overwhelms the body’s ability to cope 
does it become harmful and lead to distress, dysfunction, 
and illness'52 . 
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The recovery process represents a monumental change 
process for the chemically dependent; a change process 
which, is very stressful and can no longer be relieved by 
the use of drugs. Langer suggests several physical coping 
resources that help relieve the negative effects of stress, 
(e.g., regular resting, working, exercise, and eating 
hours). One must regulate sleeping hours because it assures 
that the body will be ready to rest when you are. Regular 
resting patterns/periods also insure that the body has the 
opportunity to dictate for what in fact is enough rest. He 
further suggests that because stress increases cellular 
activity, which leads to increased nutrient usage, that one 
maintain a diet high in complex carbohydrates and higher 
that average protein (not necessarily calories) to provide 
all the essential amino acids necessary for cellular 
repair153. Hermelin also concurs that foods high in 
carbohydrates release a calming chemical called serotonin, 
while proteins contain amino acids which increase 
alertness54 . 
Fitness author, Martin Zucker states that amino acid 
substances, which bodybuilders often use to support their 
nutritional and training efforts, are an enhancement to 
physical coping resources. According to him, treatment 
specialists in the addiction field are beginning to consider 
using amino acids in nutritional, exercise and counseling 
programs for drug addicts'55 . In Exercise Combats Addiction 
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The important role that exercise plays in the treatment of 
addictions as a physical coping resource is given serious 
consideration: "A program of exercise gives more than 
increased fitness, it can give people better self-images as 
well-'56 . 
Investigators have found that by far the most enjoyable 
exercise is aerobic exercise. In general, it can be less 
strenuous and free from competition with others57. Others 
have found that combining physical activity with other 
stress-reducing techniques such as, meditation and yoga are 
highly effective in reducing stress and increasing 
self-esteem and self-concept. In fact Jaret in You Don’t 
Have to Sweat to Reduce Your Stress, discusses the 
"meditative workout” which includes a blend of tai chi and 
dance movements designed to lift the spirits and quiet the 
soul. He also discusses classes where the instructor recites 
Buddhist readings while exercisers ride stationary bikes53. 
Perhaps the greatest of all vehicles for promoting good 
physical coping resources is changing one’s health 
behaviors. Positive lifestyle changes are often desired but 
difficult to achieve. Before a behavior can be changed, 
individuals must accept the responsibility and make a 
personal commitment to take care of themselves. In order to 
achieve success in this area one needs support from family 
and friends; to emphasize the positive and enjoyable aspects 
of sound resting, eating, and exercising habits; have 
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quality and some variety of program; have positive role 
models5'5'. 
EMOTIONAL COPING RESOURCES 
Emotional coping resources, indicate the degree to 
which individuals are able to accept and express a range of 
affect, or feelings. The most important emotional coping 
resource, according to Hammer and Marting is assertiveness 
in general: being able to tell others how you feel; the 
ability to say what it is that you need; being able to 
express emotions appropriately50. Studies have revealed the 
relatively low level of mental health problems experienced 
by married people, and people in long term relationships. 
According to the authors, this indicates that married people 
are well equipped and better able to utilize coping 
resources51 . Kessler and Essex suggested upon completion of 
their research that married people are less emotionally 
responsive than non-married people, and are resilient to the 
emotional damage that can result from life stresses. They 
found that the most powerful resource among married people 
was the confiding, intimate relationship53. Consistent with 
this appraisal of married people’s coping resources is the 
observation by Chipp and Scherer that the problems seen in 
emotional coping patterns is that emotional coping is often 
turned toward oneself, which is something that married 
people are less prone to do53. 
Brown and Harris studied exposure and responsiveness to 
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strain and have documented that non-married people are 
somewhat more exposed to a variety of stressful events and 
ongoing role problems than married people, and that 
non-married people are more emotionally responsive to these 
strains than are married people. However, greater exposure 
to strain was found to be much less important than greater 
responsiveness in creating comparatively high rates of 
mental health problems among non-married people6** . Still 
marriage appears to represent an insular quality which 
fosters and supports the building of coping resources. It is 
predicted that this same quality of coping resources will 
hold true for married addicts in recovery as well. 
Gove and Tutor , suggest that coping resources in 
general have the ability to bolster up feelings of mastery 
and self-esteem. These researchers found in their 
comparative study of married versus non-married people, that 
married people possess significantly higher levels of 
self-esteem than non-married people do. They indicated, 
however , that this may be explained away by the increased 
level of social resources available to married people that 
are not available to non-married people. Nevertheless, it 
establishes a possible relationship between good coping 
resources and high self-esteem165,. 
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SELF-ESTEEM 
Self-esteem is essential for psychological survival. 
Without some measure of self-worth, life can be enormously 
painful, with many basic needs going un-met. According to 
McKay and Fanning, the ability to form an identity, and then 
attach a value to it, means that one has the capacity to 
define who they are and then decide if they like that 
identity or not. These researchers state further that 
judging and rejecting oneself causes enormous pain. In the 
same way that one would favor and protect a physical wound, 
one finds him or herself avoiding anything that might 
aggravate the pain of self-rejection in any way. The 
individual takes fewer social, academic, or career risks66. 
Dr. Brown, a University of Washington psychologist, agrees 
and states that because failure is so agonizing to people 
with low self-esteem they are unwilling to take risks67. 
The concept of risk-taking is important to understand 
because life for everyone involves some degree of risk. 
Carney suggests that a logical definition of risk-taking 
behavior should be broad enough to state that it involves 
choice on the part of the person66. Also, Melnick and Rose 
state that this concept involves the willingness to take 
interpersonal risks in situations in which appropriate 
behaviors and expected responses are ambiguous or not 
consensually agreed upon. People traumatized by rejection, 
betrayal, or abandonment issues are not likely to be 
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trusting of very many people including themselves. 
Therefore, risk taking will be carried out in a manner that 
will yield the least unpredictable outcomes. This is 
especially so in situations involving the reduction of 
stress'"1 . 
Rather than take the risk to say or do what should be 
said or done in a situation where one’s expectations are not 
being met, it is easier for some people to ease the stress 
created by anger, frustration, and anxiety over the issue in 
a more expedient manner that does not involve direct 
confrontation. Some people smoke, some over-eat, some drink 
etc. They see the potential damage they do to themselves as 
acceptable in relation to the other more appropriate risk 
actions. When viewed under these conditions self-esteem can 
be very fragile"0. 
Blascovich and Tomaka summarized available theory and 
research by noting that self-esteem is an overall affective 
evaluation of one’s own worth and that it is also referred 
to as self-regard or self-acceptance7'1- . Most counselors 
would agree that a client’s self-esteem is important in the 
successful treatment of his problems7”- . 
There are major counseling theories, such as Roger’s 
client-centered therapy, and May’s existential therapy, that 
rely on self-esteem as an explanatory variable73. According 
to Betz et al., Rogers’ theoretical framework is highly 
developed and its discussions of the healthy personality in 
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effect defined self-esteem (which he called self-acceptance 
or unconditional self-regard) as a congruence between one’s 
ideal and real selves. A discrepancy between real and ideal 
selves was thought to be the basis for psychological 
distress and a central target for therapeutic 
intervention74. 
According to an anonymous writer in Psychology Today 
self-esteem is more a reflection of one’s relationships to 
others. We are prompted from within to avert the threat of 
social rejection7"5. In contrast to this, Peck states that 
there is a difference between regarding oneself as important 
(which is self-love) and insisting that one always feel good 
about him or herself (which is synonymous with constantly 
preserving self-esteem). He states further that in order to 
be healthy, individuals have to set aside their self-esteem 
once in a while and not feel good about themselves - but 
that they should always love themselves even if they 
shouldn’t always esteem themselves7'5. 
In a test contrived to make the participants fail, 
(which was consistent with Peck’s theory) two groups of 
people, one with high self-esteem and the other with low 
self-esteem, were evaluated on how they perceived themselves 
after having gotten the news that they had failed the test. 
The group with high self-esteem rated their intelligence a 
bit higher after failure, which enabled them to bolster 
their sense of self-worth. The group with low self-esteem, 
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on the other hand, was devastated by their failure, with 
feelings of shame and humiliation77. 
Low self-esteem is often the result of shame. Potter- 
Efron and Potter-Efron state that children victimized by 
parental rejection: abandonment, betrayal, neglect, 
disinterest etc., constantly fear rejection and often 
believe there is something wrong with them that triggered 
the rejection78 . Meyers presented case material on two 
patients suffering from addictive sexual behavior. 
Psychodynamically, the patients’ sexual acts helped to undo 
feelings of rejection at the hands of their mothers and to 
enhance feelings of lovability and self-esteem. The behavior 
also helped to neutralize powerful feelings of rage toward 
the mother . Both patients decreased their sexual activities 
during the course of treatment, however, they also required 
antidepressant medication during that time79. 
Lewis discussed the power of shame to create neurotic 
and psychotic symptoms. According to her, "shame is the 
’sleeper’ that fuels the irrational guilt.... The ancients 
had a saying that ’nothing is more wretched than when you 
feel ashamed for what you have done130. ’ " Lewis goes on to 
state in so many words that shame is a sort of slavery and 
that mental health practitioners have been slow to 
appreciate its potential to create neuroticismai. 
Bradshaw stated that shame is a state of being. When 
toxic shame is internalized the person is cast into a frozen 
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State of being whereby the individual believes him or 
herself to be a flawed and defective human being. This 
transformation involves three dynamics: the identification 
with shame-based models; the trauma of abandonment; the 
interconnection and magnification of visual memories or 
scenes - and the retaining of auditory and kinesthetic 
imprints012 . 
Self esteem issues, as with coping issues, are a bit 
different for women than they are for men. Women who develop 
chemical dependency are more likely to describe the onset of 
their drug use as sudden and heavy, and men more often 
describe theirs as gradual and progressive. Also, across 
class, race, age, and geographical lines, women in the 
United States exhibit lower levels of self-esteem and higher 
levels of anxiety and depression than men03. 
There is evidence to suggest that addicted women 
frequently come from families in which trust issues are more 
critical and may involve the incidence of physical or sexual 
abuse. Ghia and Chisler report that the typical compulsive 
eater was frequently an alcohol abuser, and that 21% of them 
had been sexually abused34. Russell conducted a study 
sampling chemically dependent women in the San Francisco 
area and found that 38% recalled an incident of childhood 
sexual abuse. Of these, 18% reported the abuse occurred 
within their family (parent or stepparent)35. 
It has further been suggested that the central feature 
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of alcoholism in women is a preoccupation with being 
inadequate, inept, and a sense of futility about being able 
to fulfill the female role86. Also, Grilo and his colleagues 
reported that women who are obese and have low self-esteem 
are thought to be more dissatisfied with their body images 
than men. However, the authors go on to say that 
correspondence between body image and self-esteem in obese 
persons needs further exploration87. 
Still another study by Abernathy and his colleagues, 
which studied the relationship between smoking and 
self-esteem, found adolescent female smoking behavior to be 
related to low self-esteem. Although this relationship was 
found only among females between the sixth and the eighth 
grades, no such significant relationship was found between 
their male counterparts88. 
Foster and Perry reported that, in terms of age, older 
black males and females tend to have higher levels of 
self-esteem than either young males or females - black or 
white. They go on to report, however, that older black males 
also have higher levels of self-valuation than females. 
Further still , after an examination of other demographic 
variables (sex, marital status, income, and family size) 
they concluded that there were slight trends toward more 
positive self-valuation among males, married people, and 
those in smaller family units. These findings are similar to 
earlier evidence supplied by Brown and Harris, and Gove and 
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his colleagues relating marriage with greater coping 
resources: that marriage appears also to have a positive 
impact on self-esteem'-*'5' . 
In studies of health behaviors among other adolescent 
and teenage students, researchers reported significant 
positive correlations between self-esteem and personal 
health behaviors, (e.g„, the use of safety belts, physical 
exercise, proper nutrition, sufficient sleep, and abstinence 
from smoking and drinking). This study confirms other 
findings that positive self-esteem has an enormous impact on 
mental health during the critical adolescent period. They 
also confirm similar evidence concerning physical coping 
resources: good health behaviors appear to have the same 
positive effect on both coping ability and self-esteem5,0. 
Again one sees the implication that people who have high 
self-esteem might also have many coping resources as well. 
However , Brown and Peterson conducted a study of 
alcoholics and addicts in recovery which assessed 
spirituality (to mean all those qualities of a positive 
value system and lifestyle, such as being honest, 
productive, fully functioning, etc., rather than a religious 
orientation) and found that length of sobriety and clean 
time was not positively correlated with higher scores on 
their inventory'5'1 . 
The literature review supports the view that people who 
lack coping resources and self-esteem, might indeed be at 
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risk for becoming excessively attached to certain objects, 
activities, and substances. This view has extreme 
implications for addicts in recovery who have a prior 
history of addictive behavior. Several studies in the 
literature review indicated that females cope differently 
than males; that married people cope better than non-married 
people; that married people have higher levels of 
self-esteem than non-married people in these studies; that 
level of self-esteem may be related to amount of coping 
resources. 
This research has provided a keener sense of what 
factors are involved in the addictive process. It is now 
time to turn attention to a theory that will explain how and 




There are three theoretical perspectives that will 
support this research. They are the psychodynamic 
perspective, the cognitive-behavioral perspective, and the 
humanistic perspective. 
PSYCHODYNAMIC PERSPECTIVE 
Bowlby’s attachment theory of object relations, a 
theoretical construct under the psychodynamic perspective, 
explains addictive patterns and how addiction becomes 
manifested through ones attachment to objects, behaviors, 
and activities. Bowlby explains how addictive behavior is 
ones reaction to distress and anxiety. He states that 
children have a profound need for physical attachment to a 
single constant object. If this primitive need is denied, 
the result will be a turning away from the world and 
withdrawal into apathy'5,2 . 
Bowlby explains further that attachment is not simply a 
secondary phenomenon, but a basic need in all animals. 
People must have a loving secure human attachment as they 
develop, beginning from infancy and throughout the formative 
years, if they are to become secure adults. Those who do not 
have this experience are vulnerable to becoming overly 
dependent. This explains why people attach themselves to 
objects, behaviors and activities - and why addicts in 
recovery may still be particularly vulnerable'5'3 . 
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COGNITIVE-BEHAVIORAL PERSPECTIVE 
The cognitive-behavioral perspective will explain the 
change process that occurs, or has not occurred, to varying 
degrees in the lives of recovering addicts. This perspective 
focusses on thought and information processing that may lead 
to distorted thinking and maladaptive behavior. Unlike 
behaviorism’s focus on overt behavior, the cognitive view 
treats thoughts as behaviors'5'4. Therefore, it is not the 
overt behavior that must necessarily be the primary change 
ingredient, but it is the thought processes which precede 
actions and behaviors that must be changed. 
The addict in recovery must change the way he responds 
to stressors. The change process, therefore, must 
incorporate new coping mechanisms; the gathering of more 
coping resources so that the client learns through changing 
cognitive thought processes how better to build what Kelley 
referred to as personal constructs. He states that these are 
uniquely individual ways of perceiving and interpreting 
other people and events. For example, a person with more 
highly developed coping resources would not experience great 
emotional upset at a neutral comment made by an acquaintance 
that was not intended to be hurtful . A person lacking these 
resources, on the other hand, often would. It is the 
emotional hurt which triggers negative reactions that in 
turn cause stress or distress'5"5. 
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HUMANISTIC PERSPECTIVE 
The humanistic perspective is grounded in many 
wonderful and interesting philosophic notions, one of which 
is presented by Sartre. He emphasizes the freedom and 
responsibility of each individual for his or her entire 
existence. He states that each individual is, in some sense, 
the creator of their own situation. Sartre denies any and 
all limitations on the freedom of human existence and 
confronts, as self-deception, all efforts to blame others or 
outside circumstances for one’s own discontent or 
suffering'5'* . According to this notion, the person suffering 
from addiction has to accept that no matter what has 
transpired thus far in life, one still bares the ultimate 
responsibility for ones own life. The amount of suffering 
and devastation heaped upon one’s life has no measure to the 
responsibility that one has for continuing to maintain life. 
The idea of acceptance is inherent here (an idea also 
adopted and often alluded to in the twelve step doctrine yv7. 
With Sartre it is the acceptance of responsibility for 
ones own life no matter the circumstances; a form of 
absolute idealism. Be that as it may, it is how one arrives 
at the perception that acceptance is the key to 
self-determination, (an important social work value) and 




The question raised by this research is as follows: are 
addicts in recovery at risk for developing other addictive 
behaviors while in recovery due to lack of self-esteem and 
coping resources? 
DEFINITION OF TERMS 
1. Addicted shopper: one who shops past utilitarian needs 
and who gets a high out of shopping and spending money. 
2. Addiction: the process of giving oneself compulsively 
or habitually to an object, activity, or substance. 
3. Addictive Behavior: behaviors characterized by 
short-term immediate gain, and a degree of diminishing 
control . 
4. Addictive Personality: when one gives up of one 
addiction only to replace it with another addiction in 
repeat fashion one is said to have an addictive personality. 
5. Chemical Dependency: physical and or psychological 
dependence on a mind or mood altering substance such as 
drugs or alcohol. 
6..Cognitive coping Resources: the extent to which 
individuals maintain a positive sense of self-worth, and 
a positive outlook toward others. 
7. Compulsive Gambling: an addictive disorder characterized 
by the same personality factors attributable to chemical 
dependency and other compulsive behaviors. 
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8. Compulsive Over-eating: the type of eating that satisfies 
emotional rather than physical hunger . 
9. Coping Resources: those resources inherent in 
individuals that enable them to handle stressors more 
effectively, to experience fewer or less intense symptoms 
upon exposure to a stressor, or to recover faster from 
exposure. 
10. Coping Strategies: typical, habitual preferences for 
ways of approaching problems, for example, a tendency to 
withdraw from other people, versus a tendency to move 
closer to them; denial of difficulties, versus dwelling 
on them; to be active versus reactive; to blame others 
rather than oneself. 
11. Emotional Coping Resources: the degree to which 
individuals are able to accept and express a range of 
affect, or feelings. 
12. Emotion-focussed Coping: the type of coping whereby the 
regulation of stressful emotions is the objective rather 
than an attempt to solve the problem causing the stress. 
13. Existentialism: a philosophy that emphasizes the 
uniqueness and isolation of the individual experience in 
a hostile or indifferent universe. Human existence is 
regarded as unexplainable, and freedom of choice and 
responsibility for one’s own actions is stressed. 
14. Mental/Addictive Disorder: the classification of an 
addiction as a mental disorder. 
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15. Multiple Addiction: the condition of being addicted to 
three or more substances, activities, objects, or 
behaviors in any combination. 
16. Object Relations Theory: a psychodynamic theory based on 
social relationships and the need for attachment. 
Bowlby’s attachment theory explains how when one’s 
attachment needs are not met in early childhood the 
individual may become overly dependent on other objects 
in later life. 
17. Physical Coping Resources: the degree to which 
individuals enact health-promoting behaviors believed to 
contribute to physical well-being. 
18. Physical Dependence: defined by the presence of a set of 
symptoms when use of a drug is stopped; the body’s 
adjustment to counteract the drug’s effect and without 
the drug the system is thrown out of balance. 
19. Problem-focussed Coping: the management of alteration of 
the person-environment relationship that is the source of 
stress . 
20. Psychoactive Drugs: drugs that have an effect on the 
central nervous system. 
21. Recovery: in the context of this paper it is the 
condition of being abstinent from chemical dependency and 
growing mentally, spiritually, and emotionally. 
22. Recreational Shopper: a shopper who shops beyond their 
utilitarian needs but who does so for the pure enjoyment 
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of the experience. 
23. Risk-taking Behavior: the willingness to take 
interpersonal risks in situations in which appropriate 
behaviors and expected responses are ambiguous or not 
consensually agreed upon; making oneself vulnerable in 
situations where one’s expectations may not be met. 
24. Self-acceptance: synonymous with self love. 
25. Self-esteem: a measure of one’s self-worth; the ability 
to form an identity and then attach a value to it. 
26. Sex Addiction: an addictive activity used to fill an 
emotional void. An obsessive or compulsive interest in 
activities of a sexual nature. 
27. Social Coping Resources: the degree to which individuals 
are embedded in social networks that are able to provide 
support in times of stress. 
28. Spiritual Coping Resources: the degree to which actions 
of individuals are guided by stable and consistent values 
(e.g., religious, familial, cultural, etc.). 
29. Thrownness: a term coined by Martin Heideggar which 
states that one of the characteristics of human existence 
is that individuals are "thrown" into the world. They 
always find themselves already emersed in situation, a 
history, and a network of relationships not of their own 
choosing. He states that this is the destiny of life that 
no one can escape. 
52 
ENDNOTES 
1E .G. Meneghan, "Individual Coping Effects And Family 
Studies," Marriage And Family Review 61 (Jan. 1983): 
113-135. 
2 Ibid. 
3S. Folkman, R.S. Lazarus, “An Analysis of Coping In A 
Middle Aged Community Sample," Social Behavior 21 
(Sept. 1980): 219-239. 
«Ibid., p. 223. 
» Ibid., p. 224. 
6S.L. Bern, The Measurement of Psychological Androgyny, 
P. 155, as cited by Folkman and Lazarus, p.233. 
7Ibid. 
,3R. Greenlee, J. Lantz, “Family Coping Strategies and 
The Rural Appalacian Working Poor," Contemporary-Family 
Therapy 15 (Mar. 1993): 121-137. 
3G. Schussler, "Coping Strategies And Individual 
Meanings of Illness," Social Science And Medicine 34 
(Apr. 1992): 427-432. 
10B.S Dohrenwend, "Social Status And Stressful 
Life-Events," Journal of Personality And Social Psychology 9 
(1973): 203-214. 
11G.W . Brown et al., Life-Events And Psychiatric 
Disorders. p. 74-87, as cited by R.C. Kessler, "Strategy for 
Studying Differential Vulnerability," Journal of Health and 
Social Behavior 20 (June 1979): 101. 
13W.R. Gove, J.F. Tudor, Adult Sex Roles And Mental 
Illness. p. 812-235, as cited by Kessler, p. 100. 
13 M.W. Frame, C.L. Shehan, "Work And Well-being In The 
Two Person Career," Family Relations 43 (Apr. 1994): 196-205. 
14Nakken, p. 11. 
15 C. M. Aldwin, G. Chiara, K.J. Sutton, "Stress and 
Coping In Older Men: Findings From The Normative Aging 
Study," The Gerontologist 33 (1993): 248. 
16Ibid . , p. 251. 
53 
17Ibid . , p. 253. 
13Folkman and Lazarus, p. 233. 
i-J'Ibid. , p. 234. 
2°V.G. Hughes, F.J. Boland, "The Effects Of Caffeine 
And Nicotine Consumption On Mood And Somatic Variables In A 
Penitentiary Inmate Population," Addictive Behaviors 8 
(Jan. 1988): 447-456. 
21S. Schacter, L. Kozlowski , P. Silverstiene, “Effects 
of Urinary PH On Cigarette Smoking," Journal of Experimental 
Psychology General 106 (1977): 13-19. 
22K.N.Wright, “Alcohol Use By Prisoners," Alcohol 
Health And Research World 17 (Feb. 1993): 157. 
23E.Mauser, K.R. Van Stelle, D.P. Moberg, "The Economic 
Impact of Diverting Substance_Abusing Offenders Into 
Treatment," Crime And Delinquency 40 (Oct. 1994): 568-588. 
24T.A. Laquartra, J.R. Clopton, "Characteristics of 
Alexithemia And Eating Disorders In College Women," 
Addictive Behaviors 12 (1993): 373. 
25A.L. Hammer, M.S. Marting, Coping Resources 
Inventory, (Palo Alto, Ca.: Consulting Psychologists Press 
Inc., 1988), p. 2. 
2<iE.G. Menaghan, “Individual Coping Efforts And Family 
Studies," Marriage And Family Review 61 (Jan. 1983): 113. 
27Hammer And Marting, p. 3. 
2QR.S. Lazarus, R. Launier, Stress Related Transactions 
Between Person And Environment. 1977, cited by S.E. Krantz, 
"Cognitive Appraisals and Problem-Directed Coping: A 
Prospective Study of Stress," Journal of Personality and 
Social psychology 44 (Mar. 1983): 638-643. 
2<Î,S .D .Brown, Therapeutic Processes In Alcoholics 
Anonymous, 1985 Eds., B.McCrady, W.R. Miller Research On 
Alcoholics Anonymous, (New Brunswick, New Jersey: 
Rutgers Center of Alcohol Studies, 1993), p. 137. 
30R.W . J . Neufield “Veridicality of Cognitive Mapping of 
Stresser Effects: Sex Differences” Journal of Personality 46 
(Apr.1978): 623. 
54 
31R.S. Lazarus, J.R. Averill, Emotion And Cognition 
With Special Reference To Anxiety, cited by Spielberger, 
Anxiety: Current Trends In Theory And Research. 
(New York; Academic Press, 1992), 
32R.Kessler , "A Strategy For Studying Differential 
Vulnerability To Stress," Journal of Health And Social 
Behavior 20 (June 1979): 100-108. 
33M.L. Kohn, "Class, Family, And Schizophrenia," Social 
Forces 50 (1972): 295-302. 
34R. Liem, J. Liem, "Social Class and Mental Illness 
Reconsidered: The role of Economic Stress and Social 
Support," Journal of Health And Behavior 19 (1978): 139-156. 
35B. Wheaton, "Stress, Personal Coping Resources, And 
Psychiatric Symptoms: An Investigation of Interactive 
Models, " Journal of Health And Social Behavior 24 
(Sept. 1983): 208-229. 
3t,G. Andrews, C. Tennant, "Life-Event Stress, Social 
Support, Coping Style, And Risk of Psychological 
Impairment," Journal of Nervous and Mental Disorders 116 
(1978): 307-316. 
37A.G. Billings, R.H. Moos, "The Role of Coping 
Resources And Social Resources In Attenuating The Stress of 
Life Events," Journal of Behavioral Medicine 4 (Apr. 1981): 
142 . 
3SG.G. May, Addiction And Grace (New York: 
Harper Collins, 1988), p.85. 
■^Ibid. 
4°R.J. Goldsmith, "The essential Features of Alcohol 
And Drug Treatment," Psychiatric Annals 22 (Aug. 1992): 
419-424 . 
41M .E. Buxton, D.E. Smith, R.B. Seymour, "Spirituality 
And Other points of Resistance To the Twelve Step Recovery 
Process," Journal of Psychoactive Drugs 3 (1989): 275-286. 
43A. Bristow-Braitman, "Addiction recovery =12 Step 
Programs And Cognitive-Behavioral Psychology," Journal of 
Counseling And Development 73 (Apr. 1995): 414-418. 
43M.L. Mack, "Understanding Spirituality In Counseling 
Psychology," Counseling And Values 39 (Jan. 1994): 15-31. 
44J.E. Corrington, "Spirituality And Recovery: 
55 
Relationships Between Levels of Spirituality, Contentment, 
And Stress During Recovery From Alcoholism In AA, " 
Alcoholism Treatment Quarterly 6 (May 1989): 151-165. 
45 Ibid. 
4<iR.J. Mathew et al., “Measurement of Materialism And 
Spiritualism In Substance Abuse Research," Journal of 
Studies On Alcohol 56 (July 1995): 470-475. 
47Alcoholics Anonymous 3rd ed., (New York: 
World Services Office, Inc., 1976). 
4SH.P. Brown, J.H. Peterson “Assessing Spirituality In 
Addiction Treatment And Follow up” Alcoholism Treatment 
Quarterly 8 (Feb 1991): 21-50. 
4i;,Ibid . , p . 25 . 
'5°Ibid. 
s1D. O’Murchu, “Spirituality, Recovery And 
Transendental Meditation," Alcoholism Treatment Quarterly 11 
(Jan. 1994): 169. 
S3S. Langer, “Nutritionally Coping With Stress," Better 
Nutrition For Todays Living 57 (July 1995): 42-44. 
53 Ibid., p. 44. 
S4F. Hermelin, "The Food Stress Link," Working Woman 18 
(May 1993): 92. 
SSM. Zucker , "Aminos Against Addiction," Muscle And 
Fitness 53 (Nov. 1992): 92-93. 
56“Exercise Combats Addiction," Muscle And Fitness 56 
[May 1995]: 30. 
S7D. Jordan, “Coping With Stress," Camping Magazine 67 
(Mar. 1995): 15. 
53P. Jaret, “You Don’t Have To Sweat To Reduce Your 
Stress," Health 9 (Nov 1995) 82-88. 
s<5'"Changing Health Behaviors," Journal of Physical 
Education And Recreation 66 [Nov. 1995]: 6-7. 
6>o Hammer and Marting, p. 3. 
56 
eiL.I. Pearlin, J.S. Johnson, “Marital Status, Life 
Strains And Depression," American Sociological Review 42 
(1977): 704-715. 
^R.C. Kessler, M. Essex, “Marital Status And 
Depression: The Importance of Coping Resources," Social 
Forces 20 (Feb. 1982): 485-507. 
63P.E. Chipp, K. Scherer, “Coping Behaviors: study of 
Their Theoretical Structure And Development of A French 
Language Scale," European Review of Applied Psychology 
Review 42 (1992): 285. 
64G.W. Brown et al., Life-Events And Psychiatric 
Disorders, p. 74-87, as cited by R.C. Kessler, "Strategy for 
Studying Differential Vulnerability," Journal of Health and 
Social Behavior 20 (June 1979): 59. 
6®W.R. Gove, J.F. Tudor, Adult Sex Roles And Mental 
Illness. p. 812-235, as cited by Kessler, p. 100. 
66M. McKay , P. Fanning, Self-Esteem (Oakland, Ca. : 
New Harbinger Pub., 1987) p. 1. 
67,R. Goldberg “Help, I’Ve Failed And I Can’t Get Up", 
1994, Psychology Today, vol. 28 p. 16. 
68R.E. Carney, Risk-Taking Behavior, 
(Springfield, 111.: Charles Thomas Pub., 1971), p. 19. 
J. Melnick, G.S. Rose, "Expectancy And Risk-Taking 
Propensity," Small Group Behavior 10 (1979): 389-401. 
7°H.G. Lerner , Dance Of Anger, (New York: 
Harper Row Pub., 1985), p. 81. 
71J.P. Robinson, Measures of Personality And Social 
Psychological Attitudes (San Diego, Ca. , Academic Press, 
1991), p. 115. 
7:2McKay and Fanning, p.5. 
73C.R. Rogers, Client Centered Therapy, 1951; R. May 
The Discovery of Being. 1983 cited by N.E. Betz et al., 
"Evaluation of A Measure of Self-Esteem Based On The Concept 
of Unconditional Self-Regard," Journal of Counseling And 
Development 74 (Sept. 1995): 76-83. 
7AIbid. 
75Anonymous, “At Last, A Rejection Detector" Psychology 
Today 28 (June 1994): 46-62. 
7t>S.M. Peck, Further Along The Road Less Travelled 
(New York: Simon Shuster Inc., 1993), p.89. 
57 
77R. Goldberg, p. 16. 
7QR. Potter-Efron, P. Potter-Efron, Letting Go of 
Shame, (San Francisco, Ca.: Harper Row, 1989), p. 79. 
7’<5'W.A. Meyers, "Addictive Sexual Behavior,” Journal of 
The American Psychoanalytic Association 42 (Apr. 1994): 
1159-1182. 
8°H.B. Lewis, The Role of Shame In Symptom Formation, 
(London: Lawrence Erlbaum Assoc., 1987), p.l. 
Q1Ibid. 
e2J. Bradshaw, Healing The Shame That Binds You. 
(Deerfield Beach, Fla.: Health Community Inc., 1988), p.41. 
Q3Z.L. Nelson, E. Kaufman, M.M Dore, "Gender 
Differences In Drug Addiction And Treatment: Implications 
For Social Work Intervention With Substance Abusing Women," 
Social Work 40 (Jan. 1995) = 45-54. 
,34L. Ghiz, J.C. Chisler “Compulsive Eating, Obsessive 
Thoughts of Food, And Their Relation To Assertiveness And 
Depression In Women Journal of Clinical Psychology 51 
(July 1995): 491-499. 
asD. Russel, Rape In Marriage. (New York: 
Macmillan Pub., 1982). 
ot>L. J. Beckman, Self-Esteem of Women Alcoholics" 
Journal of Studies On Alcohol 39 (Mar.1977): 491-498. 
37C.M. Grilo, et al., "Teasing, Body Image, And 
Self-Esteem In A Clinical Sample of Obese Women,” Addictive 
Behaviors 19 (1994): 443-450. 
aeT . J . Abernathy, L. Massad , L. Romano-Dwyer , "The 
Relationship Between Smoking And Self-Esteem," Adolescence 
30 (Winter 1995): 899-907. 
©‘;>M. Foster, L.R. Perry, "Self Valuation Among Blacks" 
Social Work (Jan. 1982): 60-66. 
9°R. Torrez, F. Fernandez, D. Maciera, "Self-Esteem And 
Value of Health As Correlates of Adolescent Health 
Behaviors", Adolescence 30 (Summer 1995): 403-411. 
<?1 Brown and Peterson, p. 29. 
58 
‘^J. Bowlby, Attachment And Loss 1969, as cited by 
Nichols and Schwartz, Family Therapy. (Boston, Ma.: 
Allyn Bacon, 1995), p.250. 
‘*3 ibid. 
34R.C. Carson, J.N. Butcher, J.C. Coleman Abnormal 
Psychology In Modern Life. 8th ed.. (Boston, Ma.: 
Scott Forsman Pub., 1988), p. 76. 
,?'5Ibid., Kelley. 
‘^J.P. Sartre, Being And Nothingness, (New York: 
Philosophical Library Inc., 1905), p. 505. 
'^Narcotics Anonymous, P. 13. 
98Sartre, Being And Nothingness. M.Heideggar, Being And 
Time, as cited by J. Burger, Personality: Theory And 





A descriptive design was employed in this study. This 
research effort was concerned with discovering the current 
status of addicts in recovery, as that status relates to the 
possibility of their developing other addictive behaviors 
while in recovery. Such a possibility warranted 
investigation do to the fact that the addict in recovery 
might be predisposed to becoming addicted to other objects, 
activities, and behaviors - having had a prior history of 
chemical dependency. 
SAMPLING 
The technique employed was a convenience sample using 
the closest study population available: the N.A. meeting 
places in the metropolitan area of Atlanta. Samples were 
also drawn from a local substance abuse treatment facility 
in Atlanta as well. 
INSTRUMENTATION 
The method used for collecting data was a self-report 
survey consisting of eight pages. The first page of the 
survey was the consent form that explained the purpose of 
the study, which was to measure levels of self-esteem and 
coping resources among addicts in recovery. The 
questionnaire package which followed the consent form 
consisted of three basic parts. The first part of the 
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questionnaire package was a cover letter requesting 
demographic information, the second part was a self-esteem 
index, and the third part was a coping resources inventory. 
The information requested in the cover letter (page 2) 
was the age of the participant, their gender, their marital 
status, and their educational level. Participants were also 
asked how long they had used drugs, how long they had been 
drug-free, and what their drug of choice had been. 
The second portion of the questionnaire package (pages 
3 and 4) utilized the Walmer Index of Self-Esteem to gather 
self-esteem data. This 25 items instrument has good 
construct validity and a reliability rating of .92. The 
instrument has a cutting score of 30, meaning that all 
individuals who score above 30 are seen to have significant 
self-esteem problems. The Walmer Index of Self-Esteem 
employs a 7 point Likert scale ranging from 1, which equals 
“none of the time", up to 7, which equals “all of the time" 
to measure a participant’s response on each questionnaire 
item. 
The third portion of the questionnaire package (pages 
5-7) was used to measure coping resources. The Coping 
Resources Inventory is a 60 item instrument which has good 
internal validity and a reliability rating of .80. This 
inventory consists of 5 sub-scales each of which has a 
minimum and a maximum score. The scores from each sub-scale 
were recorded on a report form, which was the eighth and 
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last page of the survey, and then added together creating a 
total coping resources score. The Coping Resources Inventory 
employs a 4 point Likert scale to measure participant 
responses on each item. It ranges from N, which equals 
"never or rarely" up to A, which equals "always". 
DATA COLLECTION 
The data collection was conducted at five NA meeting 
places, and at one substance abuse treatment facility in the 
metropolitan area of Atlanta. 110 Questionnaire packages 
were distributed equally among males and females either 
before or after NA meetings took place, and all were 
distributed on five different days. Each participant in the 
study, except for those in the treatment facility, received 
from the researcher a stamped, self-addressed envelop with 
which to return their questionnaires. 
Permission was requested and granted from the program 
coordinator at a local substance abuse treatment facility to 
survey twenty male clients in the program. The surveys were 
administered to two groups of ten men each on 3/4/96, and on 
3/6/96. After the data was compiled and tabulated all survey 
packets, which had been administered at the treatment 
facility, were returned to the program coordinator for the 




Chapter four presents the results of the data analysis 
of the study. There are four tables in this data analysis. 
Table one describes the demographic variables. Table 2 
describes the drug use history of the study group. Table 3 
presents the frequency distribution of self-esteem. Table 4 
presents the means and standard deviations for the coping 
resources sub-scales. 
Table 1 presents the frequency distribution of 
demographic variables as follows: age, gender, marital 
status, and educational level. 
Table 1. Frequency Distribution Of Demographics 
Variable N % 
Age 
20 - 30 4 6.4% 
31 - 40 23 36.0% 
41 - 50 32 50.1% 
51 - 60 1 1 .6% 
Total 60 
Gender 
Male 46 71 .9% 
Female 13 20.3% 
Total 59 
Marital Status 
Single 20 31 .3% 
Married 14 21 .9% 
Divorced/Separated 21 36.8% 
Widowed 2 3.2% 
Total 57 
Highest Grade Completed In School 
Less Than High School 9 14.1% 
High School 23 35.9% 
College 25 39.1% 
Total 57 
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Table 2 presents the drug use history of the study 
group. The variables described here are time clean, how long 
used, and drug of choice. Note that cocaine and crack are 
treated as two separate drug categories. Although crack and 
cocaine are technically the same drug, there is a 
perceptual difference between the two which must be 
appreciated as it relates to participant response to the 
"drug of choice" question. However, were the two categories 
combined they would become the number one drug of choice 
among the study group: 32.8% (n=21), versus 29.7% (n=19) for 
heroin. 
Table 2. History of Drug Use 
Variable N % 
Time Clean (Months) 
1-24 35 56 .4% 
25 - 48 7 11 .0% 
49 - 72 2 3.2% 
73 - 96 8 12.6% 
98 or more 6 9 .4% 
Total 58 
How Long Used (Years) 
1-10 4 6.3% 
11-20 31 48.5% 
21 - 30 18 26.5% 
31 or more 5 7 .9% 
Total 58 
Drug Of Choice 
Heroin 19 29.7% 
Cocaine 10 15.6% 
Crack 11 17.2% 
Alcohol 9 14.1% 
Marijuana 6 9.4% 
Prescription 1 1 .6% 
Total 56 
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Table 3 presents the frequency distribution of 
self-esteem. The Walmer Index of Self-Esteem uses a cutting 
score of 30, meaning that all those who score above 30 are 
seen to have significant self-esteem problems. 
Table 3. Frequency Distribution Of Self-Esteem 
Variable N % 
Self-Esteem 
10 - 29 39 60.8% 
30 and above 22 34.3% 
Total 61 
Table 4 presents the means and the standard 
deviations for the coping resources scores. There are six 
sub-scales in this inventory, and each has a minimum and a 
maximum possible score. The cognitive coping scale has a 
minimum possible score of 9 and a maximum possible score of 
36. The social coping scale has a minimum possible score of 
13 and the maximum possible score of 52. The emotional 
coping scale has a minimum possible score of 16 and a 
maximum possible score of 64. The spiritual coping scale has 
a minimum possible score of 11 and a maximum possible score 
of 44. The minimum score possible for the physical coping 
scale was 11, and the maximum score possible was 44. The 
minimum total possible score on the entire inventory was 60 
points, and the maximum possible score was 240 points. 
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Table 4. Means and Standard Deviations of Coping Resources 
Variable Mean Standard Deviation 
Cognitive Coping 28 .04 .56 
Social Coping 38.58 .74 
Emotional Coping 43.03 .94 
Spiritual Coping 33.54 5.53 
Physical Coping 27 .04 5.1 
Total Coping 171.19 22.82 
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CHAPTER FIVE 
SUMMARY AND CONCLUSION 
The purpose of this study was to describe the 
possibility that addicts in recovery are at risk for 
developing other addictive behaviors in recovery due to lack 
of coping resources and self-esteem. The results of the 
study did not indicate that addicts in recovery are at any 
greater risk for developing other addictive behaviors than 
any other "normal" individual. 
The findings indicate that addicts in recovery function 
well in recovery despite the underlying reasons for having 
become chemically dependent. Scores from the index of 
self-esteem show that 60.8% (n=39) of the 64 participants in 
the study do not have significant self-esteem problems 
versus 34.3% (n=22 ) who do. 
The means and the standard deviations for the coping 
resources inventory indicate that the scores for individuals 
in the study population compared well with those of the norm 
(normal) group sample of adults (see appendix B, p.84). 
Table 4 contains the 6 sub-scale scores from the coping 
resources inventory. Upon review, one sees that the mean and 
standard deviation for each set of scores is not very 
different from the normative adult sample scores in appendix 
B. For example, the mean and standard deviation for 
cognitive scores was 28.04 and the standard deviation was 
4.41, as compared to the norm adult cognitive mean of 28.09, 
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and standard deviation of 4.27. Also, compare the social 
coping score mean: 38.58, standard deviation : 5.85 versus 
norm social score mean: 39.63, standard deviation : 5.66, 
etc,. All mean and standard deviation scores for the 
remaining 4 scales in this study population were also 
slightly below those in the normative study population. It 
does not detract from the fact, however, that those in 
recovery on average cope as well as others who were never 
chemically dependent. 
One inference that can be drawn from these findings is 
that recovery has a positive effect on the self-esteem of 
addicts in recovery. Another inference which can be drawn is 
that addicts in recovery adapt well to learning new ways of 
coping with life’s stresses, as stress is seen to be the 
greatest contributing factor to substance abuse1. 
LIMITATIONS OF THE STUDY 
One limitation of the study was that the sample size 
was too small. Another limitation of the study was that, 
because the questionnaires were not pre-tested, there was 
perhaps some confusion as to the degree of difficulty 
involved in addressing the questionnaires. Some might also 
have felt that the surveys were a bit too time consuming in 
that there were 2 questionnaires included in the survey 
totalling 85 items to be addressed. These things might have 
caused many to choose not to respond, as only 49% (n=64 ) of 
the 130 questionnaires were mailed back to the researcher. 
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DIRECTIONS FOR FURTHER RESEARCH 
The question of whether increased self-esteem and 
coping resources are a direct benefit of 12 step group 
participation is one which should be addressed in further 
research: (e.g., a comparative analysis of the levels of 
coping resources and/or self-esteem among addicts in 
recovery who attend 12 step groups, versus those of the 
addicts in recovery who do not participate in 12 step 
groups ). 
The literature suggests that females cope differently 
than males. Therefore, a second direction for further 
research would be to explore the coping resources of females 
in recovery to determine to what extent females cope 
differently than do their male counterparts, and what are 
the factors involved that constitute this difference in 
coping^ . A third direction for further research might entail 
an exploration of the effect that the level of education has 
on recovery, since the largest segment of the study 
population had some level of college education. 
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IMPLICATIONS FOR SOCIAL WORK PRACTICE 
Implications for social work practice are that greater 
efforts should be made to improve the level of self-esteem 
and coping resources among clients in counseling and 
treatment for chemical dependency. The results of the study 
indicate that increased coping resources and self-esteem are 
vital components in recovery, and that perhaps more 
attention should be focussed on their development - as they 
might insure a higher rate of recovery among those in 
treatment and counseling for chemical dependency. 
Another implication of the study for social work 
practice is that Twelve-step participation should be 
strongly encouraged by social work clinicians, as coping 
resources were shown to be highly developed among the study 
population. The common denominator among this group was 
their participation in the twelve-step process. The building 
of self-esteem and coping resources is inherent in the 
twelve-step process, a factor in recovery which should not 
be overlooked or minimized by social work clinicians. 
Therefore, the primary focus of counseling should be to and 
encourage all avenues of self-help that are likely to 
fortify recovery1. 
The suggestion that perhaps social work clinicians 
should place special emphasis in these areas during 
counseling and therapy is not without reason. The literature 
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review implies that much of the general population has 
serious problems with physical coping (e.g., eating, 
resting, and exercising properly) and that the way one feels 
physically affects the way one feels emotionally. Therefore, 
it would be prudent for social work clinicians to include 
more information about physical coping (especially as it 
relates to emotional coping) into treatment planning3. 
The literature also suggests that clinicians are not 
comfortable with legitimizing spirituality as a coping 
resource. Clinicians may ignore or miss opportunities to 
assist clients in building and using this important coping 
resource because of personal attitudes concerning concepts 
of spirituality that are different than their own. This 
implies that the client’s recovery could be in jeopardy due 
to limited total personal coping resources thus endangering 
their chances for continued and quality recovery3. 
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I agree to participate in an anonymous research gathering 
project, which is designed to measure levels of self-esteem 
and coping resources among addicts in recovery. I understand 
that this information will be used only by Robert Hairston, 
a masters in social work student at Clark Atlanta 
University, (for the academic purpose of writing a thesis in 
partial fulfill of the graduation requirement) which will 
address the research question; "Are addicts in recovery from 
at risk for developing other addictive behaviors while in 
recovery due to lack of self-esteem and lack of coping 
resources?". I also understand that this information will be 
used for no other purpose than that which is stated above. 
I further understand that I will remain anonymous throughout 
the information gathering process, that my confidentiality 
will remain guarded now, as well as in the future, and that 
I may withdraw my participation at anytime during the 
proceedings. 
Participant or Client: Date  
Signature 
Program Coordinator: Date 
(If applicable) Signature 
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Dear participant, 
You are being asked to take part in a study designed to 
address the research question: are addicts in recovery at 
risk for developing other addictive behaviors while in 
recovery due to lack of self-esteem and lack of coping 
resources? There is certain information about yourself that 
will be vital to the study. Your cooperation in addressing 
these preliminary questions will be greatly appreciated. 
They are as follows: 
1. What is your age? 
2. Are you male or female? 
3. What is your marital status? 
Single  Married  Separated/Divorced  Widowed. 
4. What is your level of education? 
Number of years completed  
5. How long have you been drug-free? 
Number of months  
6. How long were you chemically dependent? 
Number of years  
7. What was your drug of choice? 
Heroin  Cocaine  Crack  Alcohol  Marijuana 
Prescription  
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INDEX OF SELF-ESTEEM 
This questionnaire is designed to measure how you see 
yourself. It is not a test, so there are no right or wrong 
answers. Please answer each item by placing a number by each 
one as follows. 
l=None of the time 
2=Very rarely 
3=A little of the time 
4=Some of the time 
5=A good part of the time 
6=Most of the time 
7=A11 of the time 
1.   I feel people would not like me if they knew me well. 
2.   I feel that others get along much better than I do. 
3.   I feel That I am a beautiful person. 
4.   When I am with others they are glad I am with them. 
5.   I feel that people really like to talk with me. 
6.   I feel that I am a very competent person. 
7.   I think I make a good impression on others. 
8.   I feel I make a good impression on others. 
9.   When I am with strangers I am very nervous. 
10.   I think that I am a dull person. 
11.   I feel ugly. 
12.   I feel that others have more fun than I do. 
13.   I feel that I bore people. 
14.   I think my friends find me interesting. 
15.   I think I have a good sense of humor. 
16.   I feel very self-conscious when I am with strangers. 
17.   If I could be more like other people I’d have it made. 
People have a good time when they are with me. 
I feel like a wallflower when I go out. 
I feel I get pushed around more than others. 
I think I am a rather nice person. 
I feel that people really like me very much. 
I feel that I am a likeable person. 
I am afraid I will appear foolish to others. 
My friends think very highly of me. 
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COPING RESOURCES INVENTORY 
Please place the corresponding letter of the response that 
most closely reflects how you feel about each statement on 
the line in front of that statement. 




1 .  I have plenty of energy. 
2.  A say what I need or want without excuses or hints. 
3.  I like myself. 
4.  I am comfortable with the number of friends I have. 
5.  I eat junk food. 
6.  I feel as worthwhile as anyone else. 
7.  I am happy. 
8.  I am comfortable talking to strangers. 
9.  I am part of a group (not family) that cares about me 
10.  I accept the mysteries of life and death. 
11 .  I see myself as lovable. 
12.  I look for the positive side of people and situations 
13.  I exercise vigorously 3-4 times a week. 
14.  I accept complaints easily. 
15. I show others when I care about them. 
16.   I believe people would have me talk about my feelings 
17.  I can show it when I am sad. 
18.  I am aware of my good qualities. 
19.   I express my feelings to close friends. 




























My weight is within 5 pounds of what it should be. 
I believe in a power greater than myself. 
I actively pursue happiness. 
I can tell other people when I am hurt. 
I encourage others to talk about their feelings. 
I like my body. 
I initiate contact with people. 
I confide in my friends. 
I can cry when sad. 
I want to be of service to others. 
I can say what I need without putting others down. 
I accept problems that I cannot change. 
I know what is important in life. 
I admit when I’m afraid of something. 
I enjoy being with people. 
I am tired. 
I express my feelings clearly and directly. 
Certain traditions play an important part in my life. 
I express my feelings of joy. 
I can identify my emotions. 
I attend church or religious meetings. 
I do stretching exercises. 
I eat well-balanced meals. 
I pray or meditate. 
I accept my feelings of anger. 
















I can express my feelings of anger. 
My values and beliefs help me meet daily challenges. 
I put myself down. 
I get along well with others. 
I snack between meals. 
I take time to reflect on my life. 
Other people like me. 
I laugh wholeheartedly. 
I am optimistic about my future. 
I get enough sleep. 
My emotional life is stable. 
I feel that mo one cares about me. 
I am shy. 
I am in good physical shape. 
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Coping Resources Inventory Report Form 
Male Ntrms 
Name     Date 
Other Information   ___ Age 
Cograrrva Socui Emotional Spotaal/PW. PV)n»c*l Total 
Raw Scale core;   
Confidence band 
value tor raw score: ±4J ±5.6 ±5.9 ±5£ ±SA ±li8 





6 Coping Resources Inventory 
Table 1 CRI Scale Means and Standard Deviations for Nona Croup* and Additional Reference Croups 
Sample N COG SOC EMO S/P PHY TOT 
Males 327 M 2757 3755 4411 3126 2957 170.16 
SD 4.46 636 754 534 531 2133 
Confidence band values* 43 5J6 53 53 53 123 
Females 491 M 27.45 4133 47.46 32.48 2858 17636 
SD 4M 557 721 6.17 5.43 2171 
Confidence band values 42 S3 S3 53 55 123 
Total sample 843 M 27.49 3935 46.12 3232 2595 174.17 
SD 454 633 7.49 6.10 537 2138 
High school 232 M 2556 3720 44.10 2931 29.17 16437 
students SD 4M 533 753 539 470 20.43 
College students 17S M 2855 4236 4752 3074 2838 17873 
SD 455 555 7.12 537 553 21.48 
Adults 436 M 2509 3933 4633 3432 2835 17737 
SD 427 536 7.42 535 5M 21.40 
High school 102 M 2572 3433 4135 2561 2934 15934 
mala* SD 432 530 638 430 451 1638 
High school 132 M 2547 3937 46.45 2930 2873 16931 
females SD 4.48 5M 734 559 470 21.12 
College males 48 M 2932 4136 4623 2935 3033 177.19 
SD 431 6.43 754 577 5.14 2252 
College female* 126 M 2518 43.17 4834 31.49 2731 17879 
SD 465 517 636 534 550 2123 
Adult male* 122 M 2834 3836 4572 33.15 3024 17633 
SD 358 534 723 537 572 20.12 
Adult females 189 M 2544 4153 4734 3450 29.42 18134 
SD 430 529 7.12 533 576 1936 
Nursing students $4 U 2826 4233 4630 3272 2738 17870 
SD 335 429 631 5.19 5.15 17.18 
Danforth 122 M 2578 40.18 4725 3334 31.16 18021 
Associât— SD 4.41 539 772 6.12 531 21.19 
Bereaved 21 M 2543 4336 4930 3736 2737 185.19 
caregivers SD 430 639 623 375 532 2277 
Active seniors 25 M 2939 4278 4514 3730 3037 18850 
SD 230 43S 536 531 571 15.12 
Nose *Cflnfid«bca band vafcaaa aaa L9t *SMB tba ataDdar* anor at aaamanant at aadi aokc addtaf aod nSvaoetf tt»a vaioa* fam m 
tndtTidnar • aeora rWdt a n oaatfdaaoa k«d acaaad *a> acan. 
*îe«ai mbgrtxip JC» da aat a** la Mai tea » aateta* data. 
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18 Coping Resources Inventory 
Table 7 Means and Standard Deviations of OU Scales for Comparisons of Select Groups with Controls 
COG SOC EMO S/P PHY TOT 
Students with perceived high stress* 
Healthy 2877 4259 46.43 3255 2975 18088 
(n = 61) (A3) (55) (65) 67) 65) (197) 
m 2651 4078 4476 2956 2675 16876 
tn =77) (A3) (55) (65) 67) (AS) (185) 
Rehabilitation patients* 
All 2757 39.49 4456 3355 2652 17158 
(n =86) (A8) (67) (8.1) 6.1) (65) (235) 
Cardiac 2755 3956 4559 3358 26.17 17253 
(n = 59) (A9) (77) 65) 6.4) (65) OA7) 
Pulmonary 2554 3758 4076 3358 2650 164.47 
(n = 17) (55) (3.4) (6.1) (A3) (47) (215) 
Controls 2854 40.45 4659 3A01 3258 17971 
(n = 323) (47) 65) (77) 65) 67) GOD) 
Stress center clients 
Giants 2755 3757 4573 3251 2750 171.45 
(n = 33) (47) (59) (75) (55) (6.1) CAD 
Controls 2855 4156 4579 3471 30.48 18059 
(n = 33) (47) 67) (75) (65) 65) 018) 
Counseling center clients 
Clients 2471 4057 4279 2553 2579 15879 
(n = 14) (5 JO) (59) 6-1) 65) (6.1) 077) 
Controls 3150 4A36 4879 3071 2856 18271 
(n = 14) 05) (45) (65) 65) 05) (138) 
Resident advisors 
Advisors 3073 4654 4955 3173 3073 188.08 
(n =26) (55) 65) 65) (6.0) (45) C18) 
Controls 2859 4752 4679 2545 2852 173.17 
(n = 42) (45) 65) (75) 65) 65) 025) 
High school peer counselors 
Counselors 2850 4477 4773 3352 2580 17953 
(n = 15) (45) (75) (75) (47) (47) 03.1) 
Controls 2471 3754 41.62 2975 2751 16053 
(n = 61) (45) 67) (6.1) (5.1) (45) (1781 
Note 4 Croups created by median splits on 10-paott taies far perceived recent stress and perceived health. 
* Data collected by the Cardiac Rehabilitation and Fitness Center, Saint Louis University. 
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Examples 
Example 1: Male college student 
This is the profile of a male college student The profile shows low resources on all 
scales, with all scores about two standard deviations below the mean and a Total 
Resource score about two and cme-half standard deviations below the mean. This 
student was diagnosed as clinically depressed and had discussed suicide with his 
counselor on a number of occasions. He was withdrawn and uncommunicative and 
had a poor self-concept An Asian-American, he complained of being caught 
between two cultures, perhaps accounting for the fact that his lowest resource score 
is on the Spiritual/Philosophical scale. 
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Example 2: Adult male 
This is the profile of a 50-yearold, white male retail store owner who suffered a heart 
attack and underwent therapy in a cardiac fitness and rehabilitation program for 
over a year. All patients in die program were given the CRI before and after 
treatment Both sets of this patient's scores are plotted. 
A comparison of die two profiles shows great improvement over the course of 
therapy. Two features are particularly noteworthy. First, the overall profile pattern 
is the same in both cases, with just differences in level apparent on most scales. 
Second, the fact that the Spiritual/Philosophical score changed the least and the 
Fnysical score the most is consistent with the emphasis of the treatment program. 
Finally, both the staff and the patients family reported that the patient had made a 
dramatic improvement 
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Example 3: Adult female 
This is the profile of a 45-year-old white female secretary employed in a research 
institute- She is married and has three sons: one is a teacher, and two are college 
students. Using the band interpretation, one sees feat her cognitive and spiritual 
resources are significantly higher than her emotional resources. An interview with 
the woman confirmed these scores. She revealed a positive self-concept and a 
reliance on the Catholic faith as a significant resource in times of stress. 
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